Background: Enrolled Nurses constitute an important part of the Australian health care
Background
The scope, education and practice context of enrolled nursing has evolved significantly in Australia since the Competency Standards for Enrolled Nurses (ENs) were written in 2002 (Australian Nursing & Midwifery Council, 2002) . Role growth has been driven by a number of factors, including Registered Nurse (RN) shortages, increasing patient acuity, and economic factors (Jacob, McKenna, & D'Amore, 2015) . While not a new issue, this role expansion has contributed to role confusion between ENs and RNs (Jacob, Barnett, Sellick, & McKenna, 2013) . In a study exploring activities undertaken by the two levels of nurse (RN and EN) in two Queensland hospitals, Chaboyer et al. (2008) found a degree of practice similarity between the two levels. However, ENs were found to focus on routine tasks, while RNs undertook less routine and more complex activities, including patient surveillance. A recent study by D'Amore (2014a, 2014b ) examined senior nurses' expectations of new graduate nurses. Jacob et al. found that there was large variation in perceptions and confusion about expectations of ENs and their scope of practice with relation to direct patient care. However, they established clear delineation with regard to complex care, high acuity skills and unstable patients being the domain of RNs. Furthermore, RNs assumed leadership and management functions, including supervision and delegation.
Education programs for preparation of ENs have developed to accommodate recent practice expansion. The national introduction of an 18-month diploma, extending the previous 12-month certificate, has seen theoretical and practice expansion and greater emphasis on critical thinking and clinical decision making, and further blurred differences between the RN and EN (Jacob, McKenna, & D'Amore, 2014c , 2014d , while some ENs have undertaken additional education, such as medication endorsement. However, contexts for the delivery of education remain different.
ENs are educated in registered training organisations (RTOs) while RN education is delivered in universities. While there are increasing similarities in content delivered, there remain differences in the depth to which material is taught, degree of critical thinking and self-direction required, and in the educational qualifications of those delivering the education (Jacob et al., 2014c (Jacob et al., , 2014d ).
The addition of medication endorsement to facilitate medication administration and holistic patient care brought greater responsibility and accountability for ENs across Australia in the 2000s (Hoodless & Bourke, 2009; Kerr, Mill, & McKinlay, 2012) . Until the introduction of national regulation in Australia, legislative frameworks for regulating EN practice varied across the states and territories (McEwan, 2008) , hence it was implemented differently across jurisdictions. While adding medication endorsement to the EN's scope of practice was seen by some to increase opportunities, it was not necessarily adopted positively. Many ENs felt compelled to upskill to be able to administer medications (Nankervis, Kenny, & Bish, 2008) , while others saw it as an added burden to their workloads (Kerr et al., 2012; Hoodless & Bourke, 2009) . Concurrently, some RNs felt that EN knowledge limited their ability to safely administer medications (Kerr et al., 2012) .
In recent years, advanced skills and roles for ENs have begun to emerge. Nankervis et al. (2008) found in their study in a rural Victorian town that many ENs held extended roles in areas such as infection control and wound management and were frustrated at lack of recognition for this. Heartfield and Gibson (2005) found ENs in rural areas and specialist settings were often working in roles with wider responsibilities than ENs in metropolitan areas. However, little is published about extended EN roles. In one study that could be located, Tranter, Westgarth, and White (2011) describe EN roles in New South Wales haemodialysis units. They found that in more than half of the units, ENs undertook case management, while ENs performed native access cannulations in all units. However, according to Cusack et al. (2015) , there remains insufficient research evidence about advanced roles for ENs and the types of supports needed for these nurses. Overall, there is insufficient evidence about EN scope of practice and how that is influenced in the work context. This paper describes findings from a qualitative descriptive study conducted as the second phase of the 2014 Australian Review of the Competency Standards for the Enrolled Nurse. This study sought to explore with ENs, understandings around their scope of practice.
Methods
All ENs across Australia were invited to participate in the study.
Invitations were distributed through the Australian Health Practitioner
Regulation Agency (AHPRA) web site. This was further facilitated by key stakeholders, including employers, regulatory authorities and professional organisations. Fourteen focus groups were conducted around Australia, involving a total of 95 ENs. In addition, individual interviews were conducted with seven ENs who were unable to attend a focus group. Interview questions (Appendix A) were designed to elicit information about ENs' scope of practice and the influences on their work. These were conducted across all states and territories and included ENs from metropolitan/regional (n=55, 57.9%) and rural (n=40, 42.1%) practice settings (Tables 1 and 2 ). Participants were recruited via communications facilitated through numerous professional, nursing and government organisations. Interviews and focus groups lasted between 12 and 57min in duration, with a mean of 35min.
Focus groups contained ENs from a variety of different health care settings. Due to demand, South Australia and Queensland were more highly represented than other states, however there was broad coverage across Australia. (2000), who note that a theme 'brings meaning and identity to a recurrent experience and its variant manifestations' (p.362). Each transcript was read multiple times to ascertain key ideas which were coded initially. Patterns of ideas and terminology emerging from the data were identified and key quotations grouped into categories, each representing a general set of ideas.
Categories were refined and then further collated into themes. Trustworthiness of key themes was determined through both researchers meeting together to compare emergent themes, followed by team meetings where findings were reviewed and discussed by the whole research team.
Results
Whilst there was some overlap, results of the EN focus groups and individual interviews clustered into two broad themes, Diversity of EN scope and role and Workforce, with associated sub-themes. These themes and sub-themes recurred across the focus groups and individual interviews and none was more prevalent in a particular state/territory.
Few differences were reported between metropolitan and rural ENs, although some of the latter did report having more responsibility at times.
Diversity of EN scope and role
Within this theme, ENs talked about the diverse nature of their roles and scope of practice. They outlined challenges in working within scope, understandings of their roles, and issues related to individual skills and expertise. we don't have any of that in our area (F2.10).
There was a perspective across focus groups and interviews that RNs often did not understand the individual EN's scope of practice. This was highlighted to be partially due to the fact that there was so much variation in the educational preparation of ENs that this, in turn, led to variation in what they were allowed or able to do.
The confusion is we have too many levels of enrolled nurses…It is the frustration of some registered nurses, as well, because they have an enrolled nurse come in and she's either not medication You're not allowed to do complex wounds…we're not allowed to assess and we're not allowed to plan the care, but we've been doing that assessment -we do our observations on our patients, but yet, we're not allowed to do an assessment. (F2.01)
Many ENs reported that doctors often became frustrated when they asked an EN to undertake activities that the EN explained were beyond their scope of practice and they would need to find an RN who could undertake the tasks. The presence of advanced EN roles in some areas further contributed to confusion of doctors, due to their lack of understanding of the EN scope of practice and the extended scope that some ENs have achieved.
…a lot of the doctors in ED, they're like, I thought you were a registered nurse…they go on the assumption that you are an RN and they'll give you things that are out of your scope of practice. 
Workload and workforce
Participants discussed a range of issues relating specifically to their workloads, in particular, the place of Assistants in Nursing (AINs) and impact of additional skills to their workloads, such as medication endorsement. They were also concerned about lack of career pathways and opportunities for career development.
ENs, RNs and unregulated health care workers
ENs reported being responsible for supervision of AINs or Personal Care
Attendants (PCAs). In some instances, the EN worked in a team with these workers and allocated tasks. The EN was seen as the team leader in these cases. Polarised views about unregulated health care workers emerged. Some ENs saw them as yet another level of nurse that was not needed, and others felt there was still work that ENs were doing that could be performed by unregulated healthcare workers.
An EN is not an AIN anymore, and the introduction of the AIN into the health facilities has definitely created that next rung on the ladder which was never needed. Some RNs micromanage, and they will look over your shoulder to the nth degree, and then others to the other side, they just let you go. (F2.10)
Expanding EN workload
Participants also discussed the impact of expanding their workloads to accommodate new skills. There was a view that some ENs would not be capable of taking on such development of their work.
I don't want to be derogatory but some people aren't capable of doing extra stuff. They're still working within their limitations, they're still performing very well but they haven't done their drug accreditation. (F2.08)
Medication endorsement as an addition to EN scope of practice was generally seen as a positive factor. However, many ENs discussed that assuming responsibilities for this aspect of patient care added further pressure on their busy workloads.
They [ENs] think now if they do an antibiotic, they're great, but they're not thinking about still doing seven baths…our workload has actually increased on the wards plus we're doing medications…
We're taking on the role of the RN really. (F2.01)
However, there was a perception by some that increasing ENs' roles was a cost saving measure:
…they're letting you do cannulation and IVs, and they're bringing in all these skills because we're so much cheaper than the RN.
(F2.02)
Career pathway for ENs
Career pathways were identified as an issue for ENs. Many expressed frustration that they could not easily access education, either in-house or external courses, related to specific aspects of their role, or for 'upgrading' to become a RN.
I think the barrier is that there's no formal career pathway. But there are barriers because you get so far and all of a sudden, a prerequisite will say that you can't do it because you're not an RN. Many ENs saw that the only career pathway for them was to convert to an RN role.
However, some stated that they did not want to do this because it would take them away from the bedside into more managerial roles, rather than direct consumer care.
There's an assumption that an EN will step into an RN role, like 
Discussion
This study sought to examine scope of practice of Australian Enrolled Nurses from their own perspectives through focus groups and interviews with ENs to inform revision of the Competency Standards for Enrolled Nurses (Australian Nursing & Midwifery Council, 2002 reported being unable to work to their full scope of practice. They did, however, recognise that managing patients who were unstable was within the RN's scope of practice and outside their own. This is reassuring and supports findings by Jacob et al. (2014a Jacob et al. ( , 2014b ) that senior nurses viewed RNs as needing to manage care of complex and unstable patients, a perception reinforced by final year registered and enrolled nurse students (Jacob, McKenna, & D'Amore, 2016) . Hence, this is one area in which there is clear understanding about scope of practice. Overall, ENs in this study envisioned themselves as more task-oriented than the RN who assumed leadership, delegation and decision-making roles and this reinforces findings of other studies (Jacob et al., 2014a (Jacob et al., , 2014b (Jacob et al., , 2016 .
Similar to previous research, there remains confusion about EN scope of practice.
ENs described understanding their own scope of practice but many RNs, doctors and other health professionals did not. Partly, that was due to different types of ENs in the workplace.
Medication endorsement was one aspect highlighted as causing such confusion. In their study, Kerr et al. (2012) indicated that around half of EN participants indicated they would not seek medication endorsement, assuming it would add extra challenge or burden to existing workloads. Even amongst those who were medication endorsed in our study, it was highlighted that some are endorsed to care
for intravenous therapy and some are not, further adding confusion. In settings, such as general practice, there was also confusion about whether the general practitioner or RN was responsible for supervising the EN's practice. Clearly, this is one area that requires further exploration and clarification to ensure conformity with regulatory requirements.
Confusion also existed within the EN cohort about differences between themselves and RNs. Many described common skills being performed by both groups.
However, on further examination, it became evident that in many cases ENs were undertaking only parts of procedures that RNs could undertake fully, such as intravenous therapy. In their study, Chaboyer et al. (2008) recognised commonality in routine work activities between RNs and ENs such as assisting with activities of daily living. ENs commonly questioned performing non-routine activities.
However, RNs spent significantly more time on patient progress rounds and meetings with the multidisciplinary team. RNs were observed to spend more time with medication administration and intravenous therapy than ENs.
Broader workforce issues also arose in ENs' discussions. They described uncertainty about their level of responsibility for AINs, and whether that group were impinging on their own scope of practice. Poor delegation to nursing assistants in the USA was found to result in widespread episodes of missed care (Gravlin & Phoenix Bittner, 2010) 
